He was an ex-smoker with a 25 pack-year smoking history. The family history was non-contributory.
Blood pressure was 110/63 mmHg, pulse rate was 60/min, respiration rate was 20/min, and body temperature was 37℃. Crackles were heard in the right lower lung field on auscultation, but no cardiac murmur was detected. Although there was no definite facial or neck edema, the jugular and superficial veins in the anterior chest and abdomen were distended ( Fig. 1 ). Whitish ulcers surrounded by circular erythema and ulcerous scars were found in the oral cavity and genital area. No hepatosplenomegaly or lower-extremity edema was observed. No focal neurological signs were detected. On admission, the white blood cell count was 3,940/㎣ (4,000-10,000/㎣) with 67.6% (42-75%) segmented neutrophils. Hemoglobin was 13.3 g/dL (12-16 g/dL), and the platelet count was 137,000/㎣ (150,000-450,000/㎣). Blood urea nitrogen was 13.1 ㎎/dL (6-20 ㎎/dL), creatinine was 0.7 ㎎/dL (0.5-1.2 ㎎/dL), total protein was 6. 
DISCUSSION
Bronchial varices form primarily in patients with severe bronchiectasis, obstructive lung disease, and pulmonary fibrosis, as well as secondary to elevated bronchial venous pressure caused by mitral-valve stenosis or a pulmonary venous obstruction. 3 Bleeding from the veins is rarely found on bronchoscopy and only incidentally in patients with hemoptysis. 4 The longer the SVC obstruction remains, the more collateral veins without SVC drainage form due to flow from the head/neck area and upper extremities. 5 with Behçet's disease. [3] [4] [5] [6] [7] [8] [9] Although the exact mecha- nism of vessel obstruction associated with Behcet's disease is unknown, a complex mechanism involving interactions among T lymphocytes, neutrophils, and antigen-presenting cells has been proposed. 5, 10 In addition, a genetic mutation may contribute; 6 no thrombophilic factor is known to be involved.
Gul et al. reported that the factor V gene G1691A mutation is associated with formation of a thrombus, but some reports have indicated that thrombosis in patients with Behçet's disease is not caused by a coagulation disorder. 7 Thus, more studies are needed to find the mechanism.
The focus of a hemoptysis is usually identified by contrast-enhanced CT and bronchoscopy.
Emergency angiography and embolization are the first choice in cases of massive hemoptysis. In our case, we found an SVC obstruction and collateral vessel formation on CT and bronchial varices on bronchoscopy. However, because of the massive bleeding, we performed emergency angiography that found no abnormality. One case report describes a patient with portal hypertension presenting with massive hemoptysis due to bronchial varices found by venous phase mesenteric arteriography and direct portography, successfully treated with a transjugular intrahepatic portosystemic shunt. 9 Clinical suspicion, finding the bleeding focus, and prompt treatment are fundamental in these cases. Moreover, the underlying disease causing the bronchial varices should be corrected. In general, steroids, immunosuppressants, and anticoagulants are useful to treat systemic vasculitis and vascular thrombosis, respectively. 11 In our case, we performed an anterojugulo-right femoral bypass to treat venous thrombosis, but it provided only temporary relief, failing due to a graft thrombosis. Fortunately, the bronchial varices regressed after systemic steroid and cyclophosphamide treatment. Bronchial varices can form for many reasons, and a few reports have described bronchial varices associated with Behcet's disease. Although the exact mechanism for an obstructed vessel due to Behcet's disease is unknown, a complex mechanism involving interactions among T lymphocytes, neutrophils, and antigen-presenting cells has been proposed.
Bronchial varices should be considered a cause of bleeding in patients presenting with hemoptysis and comorbidities that increase bronchial venous pressure, such as portal hypertension, heart disease, or an uncontrolled autoimmune disease.
Although formation of venous collaterals is very rare, early exploration and management of these high-risk patients may be lifesaving. In conclusion, bronchoscopy should be considered to detect bronchial varices early, particularly in high-risk patients with signs of venous collateral formation. Early efforts to control the underlying etiology and active exploration will improve survival and patient quality of life.
